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ABSTRACT
Objective: To assess the impact of patient characteristics, patient-professional engagement, com-
munication and context on the probability that healthcare professionals will discuss goals or pri-
orities with older patients.
Design: Secondary analysis of cross-sectional data from the 2014 Commonwealth Fund
International Health Policy Survey of Older Adults.
Setting: 11 western countries.
Subjects: Community-dwelling adults, aged 55 or older.
Main outcome measure: Assessment of goals and priorities.
Results: The final sample size consisted of 17,222 respondents, 54% of whom reported an
assessment of their goals and priorities (AGP) by healthcare professionals. In logistic regression
model 1, which was used to analyse the entire population, the determinants found to have
moderate to large effects on the likelihood of AGP were information exchange on stress, diet or
exercise, or both. Country (living in Sweden) and continuity of care (no regular professional or
organisation) had moderate to large negative effects on the likelihood of AGP. In model 2, which
focussed on respondents who experienced continuity of care, country and information exchange
on stress and lifestyle were the main determinants of AGP, with comparable odds ratios to
model 1. Furthermore, a professional asking questions also increased the likelihood of AGP.
Conclusions: Continuity of care and information exchange is associated with a higher probability
of AGP, while people living in Sweden are less likely to experience these assessments. Further
study is required to determine whether increasing information exchange and professionals ask-
ing more questions may improve goal setting with older patients.
KEY POINTS
A patient goal-oriented approach can be beneficial for older patients with chronic conditions or
multimorbidity; however, discussing goals with these patients is not a common practice.
 The likelihood of discussing goals varies by country, occurring most commonly in the USA,
and least often in Sweden.
 Country-level differences in continuity of care and questions asked by a regularly visited pro-
fessional affect the goal discussion probability.
 Patient characteristics, including age, have less impact than expected on the likelihood of
sharing goals.
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Introduction
Multimorbidity, the coexistence of two or more
chronic morbidities, is highly prevalent among older
people. A cross-sectional study of about one-third of
the Scottish population concluded that half of them
suffered from at least one morbidity by the age of
50 and most were multimorbid by the age of 65 [1].
The 2014 Commonwealth Fund International Health
Policy Survey of Older Adults, which surveyed adults
aged 55 and above in 11 countries, confirmed these
results. For respondents aged 65 or older, the percent-
age with one chronic disease varied from 63%
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(New Zealand) to 87% (USA), and the percentage with
two or more diseases varied from 33% (UK) to 68%
(USA) [2].
Globally, multimorbidity rates are rising due to
urbanisation, industrialisation and population aging,
increasing the demands on the healthcare work force
and resources [3]. In daily practice, the presence of
chronic multimorbidity presents a challenge for the
decision-making processes between practitioners and
patients; applying disease-specific guidelines to
patients with multiple conditions is difficult, and this
is compounded by the fact that the patients’ health-
related goals arise from a variety of dimensions [4–7].
An assessment of patient goals and preferences could
be helpful for overcoming this challenge [5,8–10]. For
individual patients, a goal-oriented approach to
healthcare can contribute to their well-being and
quality of life, by changing the focus from a disease-
specific orientation to the patient’s individual health
goals. For societies, this approach and change in
focus could also contribute to the long-term quality,
accessibility and affordability of the healthcare system
[1,3,5,8–11].
The 2014 Commonwealth Fund survey found that,
for adults aged 65 or older who have a chronic condi-
tion, the rate of patients sharing their goals with a
professional varied from 23% (Sweden) to 59% (UK),
with nine of the 11 countries having rates lower than
50% [2]. Sharing goals is clearly not yet a common
care practice; therefore, the aim of this secondary ana-
lysis of the 2014 Commonwealth Fund data is to
assess which factors determine whether healthcare
professionals engage in an assessment of the goals or
priorities associated with medical care in older patients
with one or more chronic diseases.
Materials and methods
Study design, setting and subjects
This empirical analysis was designed and conducted
based on the STROBE (Strengthening the Reporting of
Observational Studies in Epidemiology) Statement
[12,13]. The Commonwealth Fund’s 2014 International
Health Policy Survey of Older Adults had a cross-
sectional design and surveyed community-living adults
aged 55 or older. This computer-assisted telephone
survey was conducted between March and May 2014
in 11 countries: Australia, Canada, France, Germany,
the Netherlands, New Zealand, Norway, Sweden,
Switzerland, the UK and the USA. The questionnaire
was developed, translated, adapted to local health sys-
tem contexts, and pre-tested by The Commonwealth
Fund and SSRS, a market and survey research firm,
in co-operation with researchers from the participating
countries [2,14].
Telephone surveys were conducted among nation-
ally representative samples of adults aged 55 or
older, based on a random-digit-dialling method.
Sample generation was performed by Sample
Solutions Europe (SSE) (Australia, France, the
Netherlands, New Zealand and the UK); SM research
(Canada); GESIS, Leibniz-Institut f€ur
Sozialwissenschaften (Germany); Norstat (Norway);
PAR Konsument registry (Sweden); the Swiss Federal
Statistical Office (Switzerland) and SSRS (USA). Both
mobile phone and landline numbers were used,
except for Canada where only landline phone num-
bers were used. Telephone numbers were dialled on
average nine times in the case of non-response. Prior
to conducting the interviews, interviewers received
written material on the interviews and were formally
trained. Survey topics were access to care, chronic
conditions and care co-ordination, patient engage-
ment, social care needs and end-of-life care planning.
On average, interviews lasted 20minutes [2,14].
The response rates varied from 16% to 60% across
the countries (Appendix) [2], and those with a
response rate of less than 20% were dropped from the
analysis. The respondents assessed whether they had
one or more chronic conditions by answering whether
a doctor had ever told them they had any of the med-
ical conditions on a pre-specified list [14]. The surveys
for two countries had additional possible chronic dis-
eases: stroke for France and dementia for Switzerland.
They were not included in the analyses, as questions
about these additional diseases were limited to those
two countries.
Outcome
Having one or more chronic conditions was a pre-
requisite for answering the outcome question. The
outcome variable ‘assessment of goals and priorities’
(AGP) had two categories: ‘yes’ and ‘no.’ It was based
on the following survey question: ‘During the past
year, when you received care, has any healthcare
professional you see for your (diabetes OR high
blood pressure OR heart disease OR chronic lung
problems OR depression, anxiety, or another mental
health problem OR cancer OR joint pain or arthritis)
discussed with you your main goals or priorities in
caring for this condition?’ In the context of this ques-
tion, ‘OR’ means having one or more of these chronic
conditions and seeing a healthcare professional for
any of them.
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Possible determinants
We clustered three groups of questionnaire-based vari-
ables as possible determinants for AGP. The first group
consisted of Patient Characteristics and included cat-
egorical variables on age (Age), gender (Gender) and
health status; for health status, we created two varia-
bles with accompanying groupings: Number_of_
Chronic_Conditions and Chronic_Disease_Type.
The second group considered Patient-Professional
Engagement and Communication. Earlier research
defined variables (i.e. a professional asking questions,
medical staff explaining things in a way that is easy to
understand when explanations about care or treat-
ment are required, and a patient’s assessment of time
spent in a consultation) that capture patient engage-
ment [15]. We created the categorical variables
Asking_Questions, Explaining and Time_Spent, respect-
ively. In addition, we created categorical variables
about the professional’s knowledge of a patient’s his-
tory (History_Knowledge), and the exchange of infor-
mation about stress (Information_Exchange_on_Stress)
and lifestyle (Lifestyle_Information_Exchange) to build
this cluster of factors.
The third group of possible determinants consisted
of Context variables, including the Country variable (10
categories) and a Continuity of Care (CoC) variable
(whether respondents have a regular doctor/healthcare
professional, a regular place for medical care, or nei-
ther). Table 1 depicts the variables considered to be
potential determinants.
Statistical analysis
Only respondents who had a regular professional or
organisation for medical care (indicating CoC) were
asked to answer questions about Asking_Questions,
Explaining, History_Knowledge and Time_Spent. We
considered this to be an important aspect for AGP,
and decided to analyse the two populations in a logis-
tic regression analysis. In Model 1, we explored all
potential determinants except Asking_Questions,
Explaining, History_Knowledge and Time_Spent. In
Model 2, we used all potential determinants, resulting
in an analysis of the subpopulation of respondents
who experience CoC. For the interpretation of the
results, an odds ratio (OR) can be seen as a measure
of the association between an exposure and an out-
come. An OR of 1 means that the determinant does
not affect the likelihood of the outcome. For the inter-
pretation of our results, we considered determinants
with OR 0.5 or 1.5, as having relevant (decreasing
or increasing) effects on the probability of AGP.
For both models, we analysed the ‘missing’ data.
When considering all respondents and all variables
(except Asking_Questions, Explaining, History_
Knowledge and Time_Spent), 2.0% of the data were
missing; however, when the respondents who answered
‘not applicable’ were removed, this declined to 1.4%.
For the subpopulation of respondents who experienced
CoC, the overall ‘missing’ percentage was 13.6% (6.6%
without the ‘not applicable’ responses). Further analysis
suggested that the missing data were randomly distrib-
uted; therefore, as a high number of respondents
remained, multiple imputation was not necessary and
we could focus on a complete case analysis.
Results
Respondent characteristics
The original sample size was 25,530 respondents. We
excluded all respondents without one or more chronic
condition(s) or who had a missing value for the out-
come question of the analysis. In addition, Norwegian
respondents were excluded based on the 16%
response rate for that country. These adjustments
resulted in a final sample size of 17,222 respondents.
Figure 1 presents a flow diagram of respondents,
while Table 1 describes the variables considered to be
potential determinants in relation to the outcome vari-
able, AGP. Of the respondents, 34% were 55–64 years
old, 37% were 65–74 years old and 29% were 75 or
older; 41% were male. Overall, 42% reported having
one chronic condition, 32% reported having two
chronic conditions and 27% reported having three or
more chronic conditions.
Model 1
The prerequisite of a complete case analysis led to a
final population for this analysis of 16,881 respondents
(98%). Table 2 shows the results for Models 1 and 2.
Model 1, including all previously determined factors,
was statistically significant overall (p< .001). For Model
1, the area under the curve was 0.746 (95%CI:
0.739–0.753).
As shown in Table 2, for the whole population
(Model 1), there were only three independent variables
with an OR 0.5 or 1.5: Country (living in Sweden),
Information_Exchange_on_Stress and Information_
Exchange_ on_ Diet_and_Exercise. Having no regular
professional or organisation had a borderline impact,
while the variables with smaller effects on the probabil-
ity of AGP were Age (>75 years), Gender (male), having
three or more chronic diseases, having a combination
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of mental and one or more somatic diseases, and only
having a regular organisation (not a regular profes-
sional) for medical care. All countries except for the UK
had a lower probability rate for assessing patient goals
than the reference country (USA).
Model 2
For Model 2, 14,879 (86%) respondents were included
in the complete case analysis. Model 2 (see Table 2)
was significant overall (p< .001) and the area under
the curve was 0.743 (95%CI 0.735–0.751).
As shown in Table 2, for the subpopulation of
respondents who experience CoC, the main determi-
nants with OR ratios of 0.5 or 1.5 were comparable
to the determinants of Model 1. The only exception
was the inclusion of Asking_Questions.
The remaining variables with smaller effects also
had a comparable direction and size of effects to
Table 1. Univariate analysis of sharing goals and priorities in the Commonwealth Fund International Health
Policy Survey of Older Adults.
Sharing goals and priorities n (%)
No Yes Total
n
Sample 7903 (45.9) 9319 (54.1) 17,222
Population characteristics
Age (years)
55–64 (1959–1950) 2457 (41.6) 3447 (58.4) 5904
65–74 (1949–1940) 2903 (45.3) 3506 (54.7) 6409
75þ (1939–1906) 2543 (51.8) 2366 (48.2) 4909
Gender
Female 4899 (48.1) 5290 (51.9) 10,189
Male 3004 (42.7) 4029 (57.3) 7033
Number_of_Chronic_Diseases
One chronic condition 3631 (50.7) 3525 (49.3) 7156
Two chronic conditions 2520 (45.8) 2979 (54.2) 5499
Three chronic conditions 1752 (38.4) 2815 (61.6) 4567
Chronic_Disease_Type
Mental disease only 235 (46.8) 267 (53.2) 502
Mental and somatic disease 1099 (43.3) 1438 (56.7) 2537
Somatic disease only 6546 (46.3) 7594 (53.7) 14,140
Patient-professional engagement and communication
Asking_Questions
Sometimes/rarely/never 3096 (60.5) 2020 (39.5) 5116
Always/often 3976 (36.9) 6787 (63.1) 10,763
Explaining
Sometimes/rarely/never 1024 (61.8) 634 (38.2) 1658
Always/often 6473 (43.2) 8497 (56.8) 14,970
History_Knowledge
Sometimes/rarely/never 1248 (61.2) 791 (38.8) 2039
Always/often 5959 (41.9) 8248 (58.1) 14,207
Time_Spent
Sometimes/rarely/never 1427 (60.1) 949 (39.9) 2376
Always/often 6055 (42.6) 8175 (57.4) 14,230
Information_Exchange_on_Stress
No 6588 (52.3) 6006 (47.7) 12,594
Yes 1201 (27.1) 3234 (72.9) 4435
Lifestyle_Information_Exchange
No exchange 3901 (67.2) 1902 (32.8) 5803
Exchange on diet or exercise 2080 (47.9) 2266 (52.1) 4346
Exchange on diet and exercise 1782 (26.0) 5069 (74.0) 6851
Context
Continuity of care (CoC)
Has regular doctor/GP/NP/PA 6624 (43.3) 8686 (56.7) 15,310
Has regular healthcare organisation 1103 (66.5) 555 (33.5) 1658
No regular doctor/GP/NP/PA or regular healthcare organisation 176 (69.3) 78 (30.7) 254
Country
Australia 726 (34.2) 1398 (65.8) 2124
Canada 1596 (38.6) 2534 (61.4) 4130
France 490 (47.2) 549 (52.8) 1039
Germany 257 (36.7) 443 (63.3) 700
Netherlands 333 (46.8) 379 (53.2) 712
New Zealand 167 (39.7) 254 (60.3) 421
Sweden 3169 (65.7) 1652 (34.3) 4821
Switzerland 551 (44.3) 692 (55.7) 1243
United Kingdom 186 (32.9) 379 (67.1) 565
United States of America 428 (29.2) 1039 (70.8) 1467
GP: general practitioner; NP: nurse practitioner; PA: physician assistant.
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Model 1 (summarised in Table 2). In addition to
Asking_Questions, the variables Explaining, History_
Knowledge and Time_Spent (specifically explored in
Model 2) were statistically significant (p< .05).
Discussion
Our study reveals that CoC and information exchange
on lifestyle and/or stress are strong determinants of
the probability that goals and priorities will be
assessed by healthcare professionals and patient.
Patients living in Sweden were less likely to receive
AGP than those living in the USA. For respondents
who experienced CoC, a professional asking questions
was found to be a relevant factor.
Our research has several limitations. First, the
response rates differed among countries and were
relatively low in general, potentially introducing
response bias. Research in Korea using random digit
dialling in 2012 and 2014 with a target population of
9600 community-dwelling adults aged 19–79 years
reported response rates of 19% and 16% for landline
telephones and 14% and 12% for mobile phones [16].
The response rates for The Commonwealth Fund’s sur-
vey were higher than in the Korean study, indicating
that relatively low response rates are probably to be
expected when using this randomisation method;
however, the direction of this potential bias is
unknown [2]. The weighting of data was not consid-
ered to be contributory to our research aim of demon-
strating potential associations. Our results provide first
insights into the relevant determinants for AGP across
countries, but cannot be used to draw conclusions for
individual countries.
Secondly, the complexity of the concept of goals
must be considered when interpreting the results. In
the survey, sharing goals is related to a specific
chronic condition(s), with a lack of differentiation
between the types of goals; however, as argued in the
introduction, disease-specific guidelines are often not
applicable to older patients with multiple conditions,
and their health-related goals can arise from a variety
of dimensions. Moreover, care-related goals for com-
munity-dwelling frail older adults are highly individual
and relate to well-being as much as to health and
functioning [4–7]. This could have led to an underesti-
mation of the sharing of goals.
Furthermore, this is a secondary analysis of the
Commonwealth Fund dataset. Ideally, we would have
had additional data on the healthcare professionals
involved and on the complexity of care required by
the respondents. Finally, the determinants of the AGP
originate from different levels, the macro level, the
meso level and the micro level; however, the meso
level (the organisational perspective) was not part of
this analysis.
Our study also has several strengths. The underlying
survey is an international project with a high level of
standardisation in content and execution. In addition,
although the survey had relatively low response rates
per country, the overall population that could be ana-
lysed is large. Moreover, despite the widespread advo-
cation of shared decision-making (SDM), there is a
general lack of details about goal setting as an
autonomous element of an SDM approach, as well as
its accompanying barriers and facilitators. This is one
of the few studies to address this knowledge gap.
To the best of our knowledge, there is a lack of
research specifically focussed on goal setting with com-
munity-dwelling older patients with multimorbidity.
Other research has generally focussed on goal setting
with seriously ill (hospitalised) patients [17,18] or goal
setting in relation to shared decision-making [19–21].
A wide range of patient characteristics influence the
demands on healthcare. Although having more than
three chronic diseases was associated with an increase
in sharing goals and priorities, while having a combin-
ation of a mental and somatic disease was associated
Model 2 
14,879 
Model 1 
16,881 
334 incomplete 
cases 
2,089 incomplete 
cases 
254 respondents‡ 
7659 respondents* 
649 respondents † 
Sample size 
25,530 
17,871 
17,222 
Figure 1. Flow diagram of respondents. Respondents with
no chronic disease or a missing value on the outcome;
†respondents from Norway; ‡subject without a regular doctor/
general practitioner/nurse practitioner/physician assistant or a
regular health care organisation.
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with a decrease in sharing goals and priorities, varia-
bles in the Patient Characteristics group had less of an
impact than expected. For analytical reasons, multi-
morbidity was defined as having two or more chronic
conditions; however, in defining multimorbidity, dis-
ease severity and the burden of physiological dysfunc-
tions resulting from the multiple conditions should
also be incorporated [22]. These factors together are
indicators of the actual complexity of patient health-
care needs. Although the impact is relatively low, our
findings on Number_of_Chronic_ Conditions and
Chronic_Disease_Type are consistent with multimor-
bidity as described by Zulman et al. [22]. Age (75þ)
only had a slight impact. The survey was targeted at
community-dwelling adults aged 55 or older; therefore,
the survey respondents, including those aged 75þ,
were probably relatively capable of engaging in their
own healthcare. This may explain why, for this popula-
tion, age had less of an impact on the probability of
AGP than expected.
Table 2. Logistic regression Model 1 and 2 of possible determinants of the assessment of goals and priorities outcome.
Model 1 Model 2
OR p value (95%CI) OR p value (95%CI)
Constant 0.77 .001 0.38 .000
Age (years)
55–64 (1959–1950)a .000 .000
65–74 (1949–1940) 1.02 .583 (0.94–1.11) 1.00 .948 (0.92–1.09)
75þ (1939–1906) 0.82 .000 (0.75–0.90) 0.82 .000 (0.75–0.90)
Gender
Femalea
Male 1.23 .000 (1.14–1.31) 1.21 .000 (1.13–1.31)
Number_of_Chronic_Diseases .000 .000
One chronic conditiona
Two chronic conditions 1.13 .005 (1.04–1.22) 1.11 .018 (1.02–1.22)
Three chronic conditions 1.30 .000 (1.18–1.43) 1.33 .000 (1.20–1.47)
Chronic_Diseases_Type .000 0.000
Somatic disease onlya
Mental and somatic disease 0.67 .000 (0.60–0.74) 0.71 .000 (0.64–0.80)
Mental disease only 1.02 .854 (0.83–1.25) 1.03 .774 (0.83–1.28)
Asking_Questions NAb
Sometimes/rarely/nevera
Always/often 1.60 .000 (1.47–1.75)
Explaining NAb
Sometimes/rarely/nevera
Always/often 1.19 .016 (1.03–1.37)
History_Knowledge NAb
Sometimes/rarely/nevera
Always/often 1.18 .009 (1.04–1.34)
Time_Spent NAb
Sometimes/rarely/nevera
Always/often 1.18 .007 (1.05–1.33)
Information_Exchange_on_Stress
Noa
Yes 1.82 .000 (1.67–1.99) 1.74 .000 (1.59–1.91)
Lifestyle_Information_Exchange .000 .000
No exchangea
Exchange on diet or exercise 1.98 .000 (1.82–2.16) 1.89 .000 (1.73–2.07)
Exchange on diet and exercise 4.20 .000 (3.86 –4.57) 3.75 .000 (3.43–4.10)
Continuity of care (CoC) .000 NAc
Has regular doctor/GP/NP/PAa
Has regular healthcare organisation 0.77 .000 (0.68–0.88)
No regular professional or healthcare organisation 0.51 .000 (0.38–0.69)
Country .000 .000
Australia 0.82 .012 (0.70–0.96) 0.77 .002 (0.66–0.91)
Canada 0.80 .001 (0.69–0.92) 0.81 .005 (0.70–0.94)
France 0.57 .000 (0.48–0.68) 0.52 .000 (0.43–0.63)
Germany 0.77 .012 (0.62–0.94) 0.76 .015 (0.61–0.95)
Netherlands 0.75 .005 (0.61–0.92) 0.79 .034 (0.64–0.98)
New Zealand 0.71 .006 (0.56–0.91) 0.69 .005 (0.53–0.89)
Sweden 0.32 .000 (0.28–0.37) 0.36 .000 (0.31–0.42)
Switzerland 0.71 .000 (0.60–0.85) 0.68 .000 (0.57–0.82)
United Kingdom 0.99 .954 (0.79–1.25) 0.93 .548 (0.74–1.18)
United States of Americaa
CI: confidence interval; GP: general practitioner; NP: nurse practitioner; PA: physician assistant; NA: not applicable.
aReference category.
bThe variables on Professional Attitude and Communication are not applicable to model 1 because they were not used as potential determinants in this
analysis.
cThis variable was not included in model 2 because it was not significant.
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Variables in the Patient-Professional Engagement
and Communication cluster appeared to be relevant
determinants for this analysis. Although we cannot
draw conclusions on causality, these findings provide
initial insights into possible future engagement points,
especially when focusing on potential barriers.
Information exchange regarding lifestyle and/or stress
has a large impact on AGP; however, a study on life-
style consultations by Dutch general practitioners and
practice nurses found that information about lifestyle
is mostly given in generic terms and not tailored to
the specific patient [23].
Country is a strong contextual determinant. This
could be an effect of certain characteristics of different
healthcare systems, cultures or other factors, which com-
plicates the interpretation of this finding; for example,
Swedish clinicians mentioned that the remuneration sys-
tem does not allow them to spend enough time on
communication, instead emphasising easy accessibility,
rapid turnover and reduced performance time [24].
From our analysis, it appears that CoC is a relevant
determinant, which is in line with the findings of
Kohnke and Zielinski [25] on the association between
CoC and the utilisation of Swedish primary care emer-
gency services. Incidence rate ratios suggested that
patients with the lowest CoC had a higher number of
emergency services visits compared with those experi-
encing the highest CoC [25]. Furthermore, Hultberg
and Rudebeck [26] investigated patient participation in
decision-making about cardiovascular preventive drug
treatments through the resistance to treatment pro-
posals in Sweden, concluding that the decision-making
process extends beyond single encounters, which
underpins the importance of CoC. Other studies found
that CoC with a general practitioner is associated with
lower healthcare costs, higher patient satisfaction and
improvements in patient health [27,28]. CoC in general
practice is also associated with reduced hospital
admissions, especially among heavy users of primary
care [29]. The potential contribution of goal setting to
these effects is not yet clear.
Other studies have found that time constraints are
an important barrier to shared decision-making and
goal setting [19,30,31]. In this analysis, Time_Spent
was an assessment of whether the respondents
thought healthcare professionals spent enough time
with them. In this sense, in line with Osborn et al. [15],
Time_Spent is a variable of patient engagement rather
than a contextual factor.
Our research has several implications. To facilitate
the consideration of different types of goals in future
research, survey questions about different types of
goals and specific healthcare professionals could be
added to increase the representation of a goal setting
focus in daily practice. Furthermore, survey questions
on the complexity of healthcare needs should be
added to increase the representation of patients who
would probably benefit most from goal setting.
Further research based on our findings could consider
the determinants and their underlying causal relation-
ships to provide healthcare professionals and policy-
makers with engagement points for realising patient
goal-oriented healthcare.
In conclusion, our analysis shows that patient-pro-
fessional engagement and communication and con-
textual factors are related to the probability of AGP. It
also indicates that AGP is most likely to occur in con-
sultations where a healthcare professional asks ques-
tions and exchanges information about stress and
lifestyle with a patient, though this still varies greatly
by country. Considering the context, CoC differences
between countries appear to be a relevant factor in
explaining the likelihood of AGP, while patient charac-
teristics have less of an impact than might be
expected. Quality of care projects may be stimulated
to reduce the substantial international variation in this
very relevant aspect of setting healthcare goals and
priorities with older adults.
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Australia 31%
Canada 28%
France 29%
Germany 26%
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New Zealand 27%
Norway 16%
Sweden 23%
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UK 23%
USA 24%
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